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Objectives: The aim of this evidence-based theoretically informed essay is to provide an 
overview of how and why the COVID-19 outbreak is particularly detrimental for the health of 
older Black and Latinx adults.  
Methods: We draw upon current events, academic literature, and numerous data sources to 
illustrate how biopsychosocial factors place older adults at higher risk for COVID-19 relative to 
younger adults, and how structural racism magnifies these risks for older Black and Latinx 
adults. 
Results: We identify three proximate mechanisms through which structural racism operates as a 
fundamental cause of racial/ethnic inequalities in COVID-19 burden among older adults: (1) 
Risk of exposure; (2) Weathering processes; and (3) Health care access and quality. 
Discussion: While the ongoing COVID-19 pandemic is an unprecedented crisis, the racial/ethnic 
health inequalities among older adults it has exposed are long-standing and deeply rooted in 
structural racism within American society. This knowledge presents both challenges and 
opportunities for researchers and policymakers as they seek to address the needs of older adults. 
It is imperative that federal, state, and local governments collect and release comprehensive data 
on the number of confirmed COVID-19 cases and deaths by race/ethnicity and age to better 
gauge the impact of outbreak across minority communities. We conclude with a discussion of 
incremental steps to be taken to lessen the disproportionate burden of COVID-19 among older 
Black and Latinx adults, as well as the need for transformative actions that address structural 








The United States (U.S.) is now the epicenter for the novel coronavirus disease (COVID-
19) pandemic, leading the world in the number of confirmed infections and deaths (Dong, Du, & 
Gardner, 2020).  As of the end of July 2020, there have been over 4.3 million cases and 147,000 
deaths as a result of COVID-19 in the U.S. (Hopkins, 2020).  Since initial detection of the 
coronavirus in the state of Washington on January 19, 2020, the number of reported cases has 
risen rapidly (Holshue et al., 2020). The spread of the coronavirus has varied geographically, 
with populous states such as New York, California, New Jersey, Illinois, Texas, and Florida hit 
particularly hard. As the pandemic began to unfold, local and state governments issued ―shelter 
in place‖ and ―social and physical distancing‖ mandates aimed at suppressing transmission of the 
coronavirus. Following an overall flattening of the curve nationwide, most states began 
reopening their economies and easing social distancing restrictions during the summer months. 
Despite some progress in reducing the number of COVID-19 deaths, new hotspots continue to 
emerge, and the recent surge in outbreaks across the nation raises serious concerns for the 
upcoming fall and winter, particularly during influenza season. 
As the COVID-19 outbreak rapidly evolves, identifying key factors that impact 
population health outcomes is crucial for formulating effective responses to the ongoing crisis. 
Questions regarding which segments of U.S. society are at an elevated risk for severe illness and 
death from the coronavirus—and how and why—are central to understanding and addressing 
disparities in COVID-19 health outcomes. Evidence regarding which subpopulations are 
susceptible to the coronavirus reveals two key patterns: 1) COVID-19 is particularly detrimental 
for the health of older adults, as evidenced by their disproportionately high rates of 
hospitalizations and mortality from the virus (Bialek et al., 2020; Garg et al., 2020); and 2) older 




al., 2020; Rodriguez-Diaz et al., 2020).  Figure 1 illustrates COVID-19 death rates per 100,000 
population as of June 17, 2020 by age group for the total U.S. population and by race/ethnicity 
for adults aged 65 and older. Results indicate that adults aged 65 and older are more than seven 
times as likely as younger adults to die from COVID-19 (Panel A). Among older adults, Blacks 
and Latinxs have death rates approximately three and two times higher than Whites, respectively 
(Panel B).  
 [ FIGURE 1] 
In order to understand racial/ethnic disparities in COVID-19 health outcomes among 
older adults, it is important to consider how social and historical contexts contribute to different 
levels of risks over time. Notably, current cohorts of older Blacks and Latinxs came of age 
during the Jim Crow era and consequently have endured overt and de jure racism as well as more 
contemporary subtle and de facto forms of racism (Bonilla-Silva, 1997). Contemporary structural 
racism involves ―macrolevel systems, social forces, institutions, ideologies, and processes that 
interact with one another to generate and reinforce inequities among racial and ethnic groups‖ 
(Gee & Ford, 2011:116). Both theoretical and empirical research provide compelling evidence of 
contemporary structural racism in a myriad of societal domains, including (but not limited to) 
education, employment, housing, criminal justice, and health care systems (Feagin & Bennefield, 
2014; Gee & Ford, 2011).  
Given their experiences -- both past and present -- living within a U.S. social system 
where myriad opportunities and risks are unequally distributed across the color line (Bonilla-
Silva, 1997), it is not surprising that older Blacks and Latinxs experience an accumulation of 
health disadvantages vis-à-vis Whites (Boen, 2019). Indeed, research has identified racism as  a 




Davis, 2019). Fundamental Cause Theory highlights how structural racism harms the health of 
racial/ethnic minorities through a number of replaceable intervening mechanisms, including 
constraining opportunities for avoiding risks and obtaining health-promoting resources, such as  
socioeconomic resources (e.g., education, occupation, income and wealth) and flexible resources 
(e.g., power, prestige, freedom, neighborhood context, and health care). These processes apply to 
an array of health conditions—including infectious diseases like COVID-19 (Laster Pirtle, 2020; 
Phelan & Link, 2015). Below we discuss how proximate mechanisms place older Blacks and 
Latinxs at an elevated health risk from the COVID-19 pandemic compared to Whites, while also 
highlighting examples of why structural racism is a fundamental driver of these inequalities. 
We begin by briefly highlighting biopsychosocial factors that put older adults at higher 
risk than younger adults during the COVID-19 crisis. Next, we provide evidence on racial/ethnic 
inequalities in three proximate factors that contribute to adverse population health outcomes due 
to the COVID-19 pandemic: (1) Risk of exposure; (2) Weathering processes; and (3) Health care 
access and quality. Importantly, by reviewing empirical evidence on how structural racism is a 
fundamental cause of racial/ethnic inequalities in risks, resources, and health (Laster Pirtle, 2020; 
Phelan & Link, 2015; Williams et al., 2019), we further elucidate why these inequalities are 
produced and maintained, and suggest how they can potentially be addressed.  
COVID-19 and Older Adults 
The COVID-19 outbreak is particularly detrimental to older adults, impacting their well-
being both directly and indirectly. In terms of direct effects of the pandemic, aging processes 
involve immunosenescence—age-related changes to the immune system which lead to increased 




indicates that older adults with underlying comorbidities are at an elevated risk of COVID-19 
infection due to comprised immune systems and are more likely to develop severe complications 
from exposure to the virus which results in a higher risk for mortality (Bialek et al., 2020; Garg 
et al., 2020). In addition, older adults with underlying comorbidities may be at a higher risk of 
contracting and spreading the virus as they may require physical interactions with healthcare 
providers or reside in long-term care  and assisted living facilities (CDC, 2020).  
The pandemic can also indirectly harm older adults. For example, to the extent that older 
adults forgo medical care and prescriptions due to fears of contracting COVID-19, they are likely 
to experience increased health problems and mortality from otherwise manageable chronic 
conditions (Girdhar, Srivastava, & Sethi, 2020). Moreover, physical distancing measures among 
older adults, particularly those who live alone, may result in social and psychological isolation 
and thereby increase negative mental health outcomes, including anxiety, depression, loneliness 
and difficulty coping with stressors in a time of crisis (Girdhar et al., 2020). Although older 
adults are disproportionately impacted by the pandemic, not all older adults experience the 
pandemic with the same set of (dis)advantages. Highlighting which older adults face systemic 
(dis)advantages is important to contextualize differing risks, resources, and health profiles 
(Ferraro, Kemp, & Williams, 2017). 
 
Risk of Exposure to COVID-19  
As COVID-19 is an infectious disease, conditions in which people live and work are 
primary factors determining risk of exposure. Structural racism in the forms of residential and 
occupational segregation (i.e. the unequal distribution of racial/ethnic groups across 
neighborhoods and jobs) and wealth inequalities shape living and working conditions in ways 




practice physical distancing (Ray, 2020). Residential segregation stems from both historical and 
contemporary forms of discriminatory government policies (e.g., exclusion from financial 
benefits of the New Deal and GI Bill) and institutional practices (e.g., unfair lending, redlining 
and blockbusting) (Massey & Denton, 1993; Sewell, 2016). Compared to predominately White 
neighborhoods, majority Black or Latinx neighborhoods are more likely to be harmful ecological 
environments, characterized by densely populated areas, concentrated economic disadvantage, 
high crime rates, few healthy food options and green spaces, and subpar housing (Massey & 
Denton, 1993; Sewell, 2016). Research has shown that neighborhood conditions are particularly 
salient for the health and well-being of older adults (Cagney, Browning, & Wen, 2005).  Due to 
constrained mobility, older Blacks and Latinxs adults are more likely to be exposed to unhealthy 
environments which contribute to adverse health outcomes over time. Racial/ethnic segregation 
of nursing homes also puts older Blacks and Latinxs at greater risk than Whites of exposure to 
COVID-19. Although fewer Blacks and Latinxs than Whites reside in long-term care facilities, 
minorities are concentrated in predominantly non-White facilities with lower quality and 
cleanliness (Howard et al., 2002). As of May 16, 2020, 60% of nursing homes where at least a 
quarter of residents are Black or Latinx had at least 1 COVID-19 case, while only 30% of homes 
with almost entirely White (<5% Black or Latinx) residents had a case (Gebeloff et al. 2020). 
Finally, Blacks and Latinxs are also overrepresented among the jail/prison population, subjecting 
them to crowded and unhygienic living quarters (CDC, 2020c). These living conditions make it 
more difficult to practice preventive measures and go about routine daily activities without risk 
of COVID-19 exposure.  
Large racial/ethnic wealth gaps and occupational segregation are also likely to contribute 




an average net worth of $258K, the averages for older Black and Latinx households are only 
$13k and $39k, respectively (Brown, 2016). Thus, it is not surprising that older Blacks and 
Latinxs are more likely to live in crowded, multi-generational households than Whites (Vespa, 
Lewis, & Kreider, 2013), which likely increases their risk of exposure to COVID-19 due to 
limited  space to isolate from household members who have been exposed or infected. Moreover, 
many older Blacks and Latinxs must continue working outside the home despite outbreaks in 
their communities due to economic necessity, increasing their risk of exposure. Black and Latinx 
adults are overrepresented in high-contact occupations in food, retail, service, transportation, and 
health industries that have been categorized as ―essential.‖ For example, Blacks and Latinxs both 
represent approximately 25% of service industry workers, and 16% of production and 
transportations workers compared to 16% and 11% for Whites, respectively (U.S. Bureau of 
Labor Statistics, 2019). These occupations are less likely to have paid sick leave which can 
increase exposure to COVID-19 for workers and their families every time they go to work, 
particularly those who rely on public (i.e. crowded) transportation (Ray, 2020). Blacks and 
Latinxs are also less likely to work remotely than Whites (18% and 13% compared to 26%, 
respectively) (U.S. Bureau of Labor Statistics, 2019). Thus, ―shelter in place‖ mandates to reduce 
transmission of COVID-19 may be less protective for older Blacks and Latinxs than Whites as 
they are less likely to have access to healthy housing, paid sick leave, and often lack flexible 
work arrangements that allow them to work from home (Gould & Shierholz, 2020).  
Weathering Processes 
 
Not only are older Blacks and Latinxs at higher risk of exposure to COVID-19, they are 
also more likely than Whites to experience serious complications or death as a result of the virus, 




perspective, we argue that structural racism is a pre-existing pathological social condition that 
drives weathering processes resulting in the greater chronic disease burden among Blacks and 
Latinxs that elevates their risk of health complications and death from COVID-19. As noted 
above, theory and empirical data show that numerous manifestations of structural racism across 
social, economic, political and judicial systems are interrelated and lead to racial/ethnic health 
inequalities via an array of replaceable mechanisms, including unequal access to socioeconomic 
and flexible resources as well as exposure to risk factors such as environmental toxins, 
discrimination and other social stressors (Gee & Ford, 2011; Sewell, 2016). These structurally-
rooted inequalities accumulate across domains, generations, and the life course, leading to 
weathering processes  characterized by Black and Latinx adults experiencing greater 
physiological dysregulation, inflammation, and accelerated biological aging, vis-à-vis Whites 
(Crimmins & Seeman, 2004; Geronimus, Hicken, Keene, & Bound, 2006; Goosby, Cheadle, & 
Mitchell, 2018). For example, research shows that racism-related adversity and stressors result in 
increased activity in the sympathetic nervous system (e.g., increases in blood pressure) and the 
hypothalamic-pituitary-adrenal axis (e.g., elevated circulating hormone levels); when these 
physiological stress responses are repeatedly activated they lead to increased risks for an array of 
health conditions (Geronimus et al., 2006; Goosby et al., 2018; Miller, Chen, & Parker, 2011).  
Thus, it is not surprising that older Black and Latinx adults (1) have more underlying 
health conditions than Whites (e.g. cardiovascular disease, diabetes, hypertension, chronic lung 
disease, and obesity); (2)  experience health deterioration earlier in life; and (3) experience 
steeper health declines with age that results in a higher burden of disease (Brown, 2018; Garcia, 
Garcia, & Ailshire, 2018; Garcia, Garcia, Chiu, Raji, & Markides, 2018). These weathering 




course ―gets under the skin,‖ undermining the health of older Black and Latinx adults and, in 
turn, leading to their disproportionately high rates of mortality from COVID-19 related to pre-
existing health conditions.  
Racial/Ethnic Disparities in Health Care Access and Quality 
Unequal health care access and quality place older racial/ethnic minorities at heightened 
risk of health problems arising from the COVID-19 outbreak (Laster Pirtle, 2020). Given their 
overrepresentation in low-wage jobs that lack health benefits, older racial/ethnic minorities are 
less likely than Whites to have employer-provided health insurance, creating significant barriers 
to accessing and affording medical care (Brown, 2018). When Blacks and Latinxs navigate past 
these barriers and access the health care system, they often receive lower quality of care than 
Whites due to both structural inequalities and physician bias (Smedley, Stith, & Nelson, 2003). 
In addition, residential segregation shapes the distribution of patients across hospitals such that 
the worst hospitals (in terms of quality and cost) care for double the proportion of older Black 
patients as the best hospitals (Jha, Orav, & Epstein, 2011). Studies also show that minorities have 
longer waiting times before seeing a provider, and are less likely to have their pain appropriately 
diagnosed and effectively treated due to structural constraints, racialized stereotypes, and false 
beliefs regarding genetic differences on the part of health care providers (Hoffman, Trawalter, 
Axt, & Oliver, 2016). Such delays and ineffectiveness in diagnosis and treatment can prove 
deadly for minority COVID-19 patients who may be in a fragile state of health. Finally, ethical 
guidelines for the allocation of scarce medical resources during the pandemic will likely 
exacerbate existing racial inequalities in quality of care. Recommendations published in the New 




coexisting conditions‖ (Emanuel et al., 2020). This practice would disproportionately harm older 
racial/ethnic minorities given their higher rates and earlier onset of chronic conditions. 
Conclusion 
While the ongoing COVID-19 pandemic is an unprecedented crisis, the racial/ethnic 
health inequalities it has exposed are long-standing and deeply rooted in American society. 
Increased risk of exposure to the virus, weathering processes, and reduced health care quality and 
access are key proximate mechanisms that explain how the COVID-19 outbreak is 
disproportionately harming older Black and Latinx adults. However, understanding why these 
disparities are produced and maintained requires a recognition that structural racism—in its 
myriad manifestations—is a fundamental cause of health disparities. This knowledge presents 
both challenges and opportunities for researchers and policymakers as they seek to address the 
needs of older adults.  
Several immediate steps can be taken to lessen the burden of COVID-19 in Black and 
Latinx communities. First, state and local public health agencies must place testing and triage 
centers in minority neighborhoods to help reduce the racial/ethnic gap in COVID-19 cases and 
deaths. Second, governments need to provide economic relief directly to individuals (and 
households), which is particularly important for the financial security of older Black and Latinx 
adults given that they have less wealth than older Whites to cushion the economic shock of the 
pandemic (Brown, 2016). Third, workers deemed ―essential‖ should be provided personal 
protective equipment, paid leave, hazard pay and health care.  Fourth, health care organizations 
must ensure that racial bias and seemingly ―race-neutral‖ policies and practices do not have a 




the pandemic impacts vulnerable subpopulation groups, it is imperative that federal, state, and 
local governments collect and release comprehensive data on the number of confirmed COVID-
19 cases and deaths by race/ethnicity and age across a range of sociodemographic characteristics 
(e.g., nativity, country of origin, age of migration, and gender) which are known to individually 
and collectively shape health and mortality outcomes (Arias, Johnson, & Vera, 2020; Brown, 
2018; M. A. Garcia et al., 2018; Reyes & Garcia, 2019).  
A key insight from Fundamental Cause Theory is that, due to shifting and replaceable 
intervening mechanisms, minority communities will continue to bear a disproportionate burden 
of suffering and excess death before, during, and after public health crises—unless structural 
racism is adequately addressed (Laster Pirtle, 2020). In order to address structural racism, 
scholars have proposed a number of bold actions such as criminal justice reform, a federal jobs 
guarantee, reparations, universal health care, and desegregation of schools, jobs and 
neighborhoods. This is consistent with the growing recognition that dismantling structural racism 
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